Mental Health Preparedness
and Prevention, American Psychological Association, Substance Abuse and Mental Health Services Administration), key preparedness stakeholders tend to overlook the unique contributions that can be made by mental health professionals. 15 Unfortunately, Hall et al found that less than half of the states in the US had mental health representatives on state emergency planning groups, and none had developed plans to address the mental health issues specific to a terrorist attack. 16 The coordination and integration of mental health agencies into disaster responses is a critical step for ensuring effective response to the public's mental health needs. 17 Indeed, all potential first responders, not just mental health professionals, must be trained in the mental health effects of disasters in order to prepare for and buffer their impact. 18 In order to remedy the current lack of integration of mental health into training, interventions should be tailored to help first responders address the mental health needs of the public during disasters. As a necessary first step, researchers must find ways to assess mental health preparedness training needs of potential first responders, including public health and allied health professionals.
To date, no recognized instrument exists for evaluating preparedness on a local or state level. 19 Furthermore, any surveys that have been conducted have not addressed mental health topics. 13, 14 The current study seeks to address the need for mental health preparedness assessment by qualitatively surveying public health and allied health professionals regarding mental health preparedness in Kansas.
Methods

Participants
Participants included 144 professionals from public health and allied fields who attended one of seven training presentations on mental health preparedness.
Instrument
The survey included demographic information (gender, age group, race/ethnicity, and occupation) and nine open-ended questions addressing general bioterrorism preparedness, mental health preparedness and training needs, and perceptions of coordination or regionalization of preparedness efforts. The term "bioterrorism" was selected for the instrument because of its wide identification in the State with programs relating to emergency preparedness. For example, at the time of the trainings, the State Health Department's preparedness organization was named the Kansas Bioterrorism Program.
Procedures
Seven presentations on mental health and disaster/terrorism preparedness were provided to health audiences between February and September 2005. These presentations were conducted during statewide conferences, public health preparedness regional meetings, and county health department meetings. Following each presentation, the participants were asked to provide written responses to nine qualitative questions about preparedness and mental health preparedness needs. They also were asked to provide demographic information and to evaluate the program. Some participants provided incomplete responses.
Demographic information was analyzed using descriptive techniques in SPSS 11.5 Statistical Software package (SPSS, Inc., Chicago, IL). For qualitative responses, thematic content was identified and coded by hand for each item by two individuals. Responses were assessed to better understand perceptions of preparedness, resources, training needs, and coordination. Responses that recurred in the data were indexed systematically. 20 Any questions about coding categories were discussed and resolved between the two coders. Inter-rater reliability was assessed for the nine questions. Kappa co-efficients were computed and were ≥0.90 for all items.
Results
Demographics
Of respondents, 22% were men and 78% were women; 12% were <30 years of age, 14% were 30-39 years, 34% were 40-49 years, and 40% were >50 years of age. For race/ethnicity, 93% of the respondents were white, 3% were black, and 1% each reported being Hispanic/Latino, Asian, American Indian, or other. Respondents also listed their occupation(s); many had more than one occupation ( Table 1 ). The most commonly reported occupation was nursing (48), followed by public health professionals (39), and health administrator (27) . Relatively few (8) were field workers.
Readiness
Results of tabulation of the responses to the two readiness questions are reported in Table 2 . For Question 1, "Do you think your county/community is ready for a bioterrorist attack?," 40% reported that they were not ready, and 37% reported being "somewhat" ready. Only 13% reported that they were ready. In response to the question about readiness for mental health issues, 43% indicated that their county or community was not ready, while 37% reported being "somewhat" ready, and 13% reported being ready.
Mental Health Training/Information
Results of the responses to the five mental health training/information questions are reported in Table 3 . When asked what information they had regarding mental health preparedness, 57% indicated that they had "none" or "very little". The most commonly listed type of information possessed by respondents was print or Web-based material (19%) . When asked what preparedness information a mental health center should have, 25% of respondents indicated mental health information and plans, and an additional 23% indicated biological agents and fact sheets. In response to the question, "What information/training would you like to have regarding mental health preparedness?", the most common responses were mental health resources/more training (27%) and general mental health preparedness training (18%).
When asked where respondents would seek information needed for mental health preparedness, the largest percentage of respondents (35%) indicated they would consult their community mental health center. When asked to report on critical aspects of mental health care, 19% reported that self-care was most critical. Other common responses included the mental health of specific population groups such as children/adolescents (18%), rural populations (17%) and older, diverse, and disabled populations (each 11%). Coordination/Regionalization Results of the responses to the two coordination/regionalization questions are listed in Table 4 . When asked about helpful types of coordination, 52% of respondents indicated that role coordination across health agencies would be necessary through planning and meetings. When asked what role their state-designated preparedness region should play in mental health preparedness and coordination, 44% reported that their region should initiate collaboration and planning. An additional 23% noted that their region should be "very active" in any such efforts, while 15% indicated that their region could hold joint exercises and training opportunities.
Discussion
The qualitative responses gathered in this study suggest the need for collaboration, planning, and resource-sharing in order to increase mental health preparedness.
Readiness
Few participants indicated that they felt their county or community was prepared to respond to an attack, highlighting the need for further preparedness trainings for the broadly interpreted community of first responders and first receivers. Respondents seemed to feel less prepared for mental health issues than they did for preparedness in general. Because respondents did not feel adequately prepared in general, the comparatively lower level of mental health preparedness indicates a great need for training that addresses mental health-specific issues. These results support the results of a 2005 report by Trust for America's Health, which found that Kansas met only five of 10 preparedness indicators. 12 Considering that 30 of 50 states in the US met ≤5 indicators, and that none of these indicators addressed mental health preparedness topics, it is clear that important gaps still must be addressed.
Mental Health Training/Information
The high percentage of respondents who indicated that they had no information regarding mental health preparedness indicates the need for widely-distributed resources. When asked about preferred types of information or training, the largest percentage of respondents recognized their lack of knowledge and wished to have more resources and training on mental health preparedness. A high percentage of respondents also noted that they were interested in aspects of training related to self-care, a vital consideration during a high-stress time such as during a response to a disaster or terrorist event, and future trainings should incorporate self-care topics. In fact, the literature supports the impact of disaster mental health training with specific populations such as diverse cultural groups, 21 rural populations, 22 children, 23 and first responders who require self-care. 24 Respondents reported that the organizations within their community should have mental health preparedness resources. The highly specific answers provided by these community insiders provide population-tailored indications of the types of mental health information needed. By far the largest proportion of respondents (and presumably their county or community's constituent population) would look to a mental health center for mental health preparedness information, and the greatest percentage of respondents reported that mental health information and plans, and biological agents and fact sheets, should be provided by mental health centers. Efforts to increase basic mental health preparedness should include the provision of information to community mental health centers, and future trainings should include emergency contact information for these organizations.
Coordination/Regionalization
Reflecting important topics in the recent literature, [25] [26] [27] the largest percentage of respondents identified the need for interagency coordination for mental health preparedness and were willing to take an active role in the provision of coordination. In fact, the largest group suggested that state-designated preparedness regions should initiate preparedness and coordination activities, indicating a great willingness to combine efforts to improve mental health preparedness. Understanding organizational roles and agen- Information about coordination/relationships 7 9
Don't know 7 9
Mental health role in a BT event 2 3
3. What information/training would you like to have regarding mental health preparedness? (n = 74)
Mental health resources/more training 20 27
General mental health preparedness training 13 18 State and local plans and available therapists 11 15 Planning and coordination/relationship building with mental health 10 14 Psychological first aid training 9 12 All (training, mental health plans, resources) 6 8 Children and adolescents 48 18
Rural populations 47 17
Older adults 31 11
Ethnically diverse populations 29 11
Disabled populations 29 11
Agencies for mental health/mental health preparedness 26 10 Mass care and public health messages not to panic 5 2
Stigma of mental health issues 2 1
cies' willingness to partner are nascent processes in the mental health preparedness field. These responses provide encouragement for the potential involvement of public health professionals in mental health preparedness on the state and local level.
It is important to note that women, older respondents, public health professionals, and nurses made up a large proportion of the participant sample. This is not considered a limitation of the sample, as this is demographically appropriate to the Kansas public health workforce and representative of the target population. Such workers also would comprise the greatest proportion of first responders or first receivers in the case of a public health disaster; therefore, these responses are appropriate for developing a mental health preparedness needs profile. However, the participant sample contained a small percentage of minority respondents. Future studies should address this limitation in order to gather the most representative profile possible of mental health coordination and training needs.
Conclusions
This study assessed multiple aspects of mental health coordination and training needs, which can allow interventions to be developed for specific populations and occupations. The open-ended response format elicited key responses to each item, which can be integrated by future studies into a multiple choice quantitative instrument. Other states' preparedness agencies can use this methodology to identify gaps, develop training and programs, and assess progress toward fully operational preparedness plans integrating mental health and public health. Still, further research on the coordination and training needs of public health and mental health agencies is needed so that they can become a fully integrated part of state-level preparedness networks.
